Letters to the Editor
Isosexual precocious puberty in a 9-year-old boy: nodular interstitial cell hyperplasia (Rottger et al., January Journal, p 66) From Professor F Harris Department of Child Health Alder Hey Children's Hospital, Liverpool 12 Dear Sir, It is time for paediatric and general endocrinologists to agree the correct terminology to describe the various forms of sexual precocity. The term 'precocious puberty' should be restricted to those patients who have evidence of premature maturation of the hypothalamic-pituitary axis as shown by the FSH/LH/RH test and, additionally, to males who demonstrate enlarged testes in response to such maturation. The use of the adjective 'isosexual' would be unnecessary for obvious reasons. As heterosexual precocity cannot be due to precocious puberty, the remaining clinical syndrome is 'isosexual non-pubertal precocity'.
Consequently, there are three major groups of sexual precocity that require defined terms. (I) Precocious puberty for example, constitutional or due to cerebral tumours.
(2) Isosexual non-pubertal precocity -as in interstitial cell tumours of the testes, virilizing congenital adrenal hyperplasia in males.
(3) Heterosexual precocity -as in virilizing congenital hyperplasia in females, use of exogenous androgens in females, or feminizing tumours of the adrenal cortex in young males.
Therefore, the more rational title for the paper referred to above would be 'Isosexual nonpubertal precocity in a 9-year-old boy.. .', Yours sincerely F HARRIS 26 January 1981
Use of pressurized aerosol bronchodilators From Dr P Lawford Pulmonary Function Laboratory, University Department of Medicine, Aberdeen
Sir, I was interested to read Dr Newman's paper (November 1980 Journal, p 776) recommending an inspiratory flow rate of 25 l/min, We have studied 12 patients with a similar initial degree of airflow obstruction to his group (FEV\ 53% predicted). We used a mean fast inspiratory flow rate of 240 I/min compared to a slow rate of 84 I/min. Likewise, we found that the slower rate gave significantly greater bronchodilatation. The point is that 251/min is very slow; such a manoeuvre in a 5 litre VC asthmatic would take over 10 seconds, followed by the recommended 10 second breath-hold.
A compromise might be to advise inhalation from FRC (functional residual capacity oflungs) at a rate of circa I litre/second (60 I/min).
Dr Newman also advises manufacturers to reduce the width of the gap between actuator and canister. This suggestion seems premature unless C K Connolly's assertion (1975, British Medical Journal iii, 21) , that inhalers held away from the open mouth give greater bronchodilatation than the 'lips applied' method, is refuted. Yours faithfully P LAWFORD 12 January 1981
Psychiatric research From Professor Malcolm Lader Honorary Secretary to the Research Committee The Mental Health Foundation, London
Dear Sir, Professor Rawnsley in his editorial on psychiatric research (November 1980 Journal, p 768) bemoans the dearth of good quality applications to research funding bodies. We, at the Research Committee of the Mental Health Foundation, also found such a problem but took positive steps to encourage applications, especially from clinicians. In the past year we have been gratified by both the quantity and quality of clinical applications to us and have been pleased to have had sufficient funds to support the majority of those of good scientific quality.
Professor Rawnsley is concerned to kindle and maintain research in psychiatry in undergraduates and young doctors. We have been expanding our elective scheme by which medical students are assisted financially to undertake elective periods of psychiatric relevance. In the past year we have supported 56 students and believe that this money has been well spent. We also provide research Fellowships to train promising young clinicians and basic scientists. However, we have insufficient funds for the long-term support of Fellows in academic departments. Those we have are for short-term scientific Fellowships, as we believe that a cadre of clinicians with an interest in research and' basic scientists interested in clinical aspects of their work will promote the future development of psychiatry.
Our impression is not that the educational policy of the Royal College of Psychiatrists and of the Association of University Teachers in Psychiatry is inimical to the trainee with a research Journal of the Royal Society of Medicine Volume 74 April 1981 319 bent, but we have certainly not found any encouragement from either of these bodies. At a time when clinical commitments seem -to expand inexorably, it is easy to understand why research takes a back seat. However, the Research Committee of the Foundation, at a small meeting held at Leeds Castle in 1980, has reiterated the view that a research interest should be part of the armamentarium of -the fully trained clinical psychiatrist.
Those of your readers who have had dealings with the Research Committee of the Foundation will know that we are at pains to help applicants obtain funding for their research. On many occasions we have helped applicants to reformulate and resubmit their research applications, especially when difficult methods were involved. At other times, when our funds have proved insufficient, we have assisted applicants in placing their submissions elsewhere.
Finally, the Research Committee of the Mental Health Foundation is concerned to foster research in areas of growing interest. In order to identify those areas a scientificmeeting was held in Oxford in 1979 culminating in the publication, which I edited, 'Priorities in Psychiatric Research' (John Wiley 1980) . We are also planning to hold a conference on 'Psychiatry in General Practice' in Oxford in September 1981, which we hope will be of interest to both psychiatrists and general practitioners with a research bent. Yours faithfully MALCOLM LADER 9 January 1981 Surgeon's role in breast cancer management From Dr N Eke Royal1nfirmary, Edinburgh EH39YW Sir, The editorial on the role of the surgeon in management of breast cancer (December 1980 Journal, p 837 ) contained a few contentious points. It is not certain what advantages a patient would reap from the five numbered suggestions made. The one distressing unanswerable question in the mind of every patient is 'Will I be cured of this disease?' A negative biopsy rate of 2.26:1, even if high, must be acceptable in the circumstances of a potentially malignant breast lesion. The only acceptable proof or otherwise of malignancy is a pathological diagnosis from a biopsy specimen (1977, British Medical Journal ii, 282) . Contrary to the view implied in your editorial, removal of an involved breast is the best chance of preventing local recurrence. No treatment for any disease, even if it is a 'mutilation', could be initiated without hope.
Finally, the idea widely held even by surgeons that surgeons should limit their involvement in patient care to the use of the scalpel while the specialist physician does the rest is not quite right. Will the time come when surgical wound infections will be referred to infectious disease physicians? The surgical management of patients often includes medical treatment, a responsibility which surgeons should not shirk. After all, a surgeon is a physician with skills in addition. Yours sincerely N EKE
